What do nurses' caps, ballgames, and hard hats have in common? Not much, but there is a common theme among the three. Nurses' caps represent an image of nursing that has long since faded away. Nursing as a profession and nurses themselves are diff erent these days. Ballgames represent an example of teamwork among players, each with a diff erent skill set and role to play to ensure an optimal outcome for the game. Hard hats conjure up an image of construction and are used for safety, protection, and in some cases identifi cation of the person wearing the hard hat and his or her company. Putting these three things together creates an image of the contemporary nurse as a critical member of a design team from the beginning of the planning process until construction is completed.
From Nurse's Cap to Design Team Member
Th e nurse's cap is a remnant of a time when nurses were part of a religious order serving in hospi-Nurses' Caps, Ballgames, and Hard Hats Jaynelle F. Stichler, DNSc, RN, FACHE, FAAN, EDAC tals to care for the sick and dying. In this role nurses wore a veil as a symbol of servitude and submission to a higher order in the church. Later, nurses were subordinate to physicians who gave "doctors' orders" to direct the nurse's work in patient care and to create the boundaries of nursing practice. Critical thinking, autonomy, and self-direction in clinical practice were not deemed appropriate, and in fact, would be considered poor performance (D'Antonio, 2007) . Th ese same behaviors today are regarded as critical to ensure optimal patient outcomes (Institute of Medicine, 2003) and role satisfaction for nurses (Sengin, 2003) . In magnet designated hospitals, noted for their exemplary work environments, healthcare leaders strive to ensure the empowerment of nurses through collaborative governance structures and shared leadership, and clinical as well as nurse leaders are involved in all aspects of decision making related to patient care and the professional practice of nursing (Laschinger & Finnegan, 2005; Manojlovich, 2005) .
In a hospital setting, no one is closer to the point of service in most patient care issues than nurses, who are with the patient 24/7. It goes without saying that physicians and other healthcare professionals are also critical to patient outcomes, but most move in and out of the hospital-and specifi cally, the patient room-in contrast to the nurse, who experiences the patient room and the patient care unit as a constant work environment. Given the perception of the contemporary nurse as a critical thinker who is informed, empowered, self-directed, and autonomous in practice, does it not seem logical that this same nurse could contribute signifi cant information and perspectives as a design team member? Although many nurses are actively involved in major decisions related to patient care and healthcare delivery, they may be excluded from participating in facility design decisions that will aff ect how they deliver care, interact with each other, and collaborate with other disciplines. Some healthcare executives and architects remain confused and uncertain regarding the value of including nurses in the design team process. For several years, the Healthcare Design Conference (HCD) has included topics related to nurses' roles in facility design, yet questions remain about when to include nurses in the process, what their role as internal or external consultants should be, and how to engage clinical nurses when they are invited to participate on design teams. Some questions recently posed by designers at one of the HCD round table discussions included:
• Based on the changing environment of patient room and unit design, how do we as designers best engage and challenge seasoned nurses in the design process? • How do designers best communicate with nurses during the design process, or know whether they understand the design discussions that affect what they are going to get in the end?
Contrast these questions with those of the nurses at the round table discussion:
• How can we help designers understand how we can best infl uence the design process rather than assume the role of token nurse? • How can we help architects balance their design ideas with the reality of operations, systems, and patient care?
Clearly there is a shortfall in fully understanding the value that nurses can contribute to the overall design process, and a defi cit in the ability to engage clinically focused nurses (and other providers) to contribute their expertise meaningfully while keeping an open mind regarding "how it could be in the new building" in contrast to "how it is today." It is very diffi cult for some nurses, physicians, and other providers to envision a future building during the conceptual phase, because their world is typically very pragmatic. So how do we close this knowledge, attitude (valuing each other), and practice (engaging active dialogue) gap among architects, nurses, and other providers? Perhaps the answer is in the ballgame example-the development of high-performance teams.
Ballgames and High-Performance Teams
It does not matter if the ballgame is football, baseball, basketball, or soccer, the intent is to win! As every coach knows, there is one common characteristic of winning teams, and that is having a passion for winning or being obsessed about avoiding failure. Although diff erent players have diff erent roles and skills, each one knows the parameters of his or her contribution to the whole team and values the skills of other team members. Skill diff erence is valued because the players realize that the game is won only by the synergy of everyone's expertise. Winning teams practice communicating with one another verbally and nonverbally, ensuring that every team member's skills are used fully to achieve an optimal outcome. A high-performance team that outperforms other teams has members who are deeply committed to one another's growth and success (Huber, 2010) .
With this image of a winning team in mind, imagine coming to a multimillion-or billiondollar project with a newly formed team that does not have a common vision of the end product, a common language, a clear defi nition of roles and decision-making parameters, or respect for the value of each person at the table. Certainly this is not a formula for success. In early research related to interdisciplinary teams, Sorrells-Jones (1997) and Sorrells-Jones and Weaver (1999) indicated that the dynamics of interdisciplinary teams create unique issues, including a lack of common vocabulary and understanding about other disciplines' practices and confusion about the team's work. Dysfunctional behavior can occur as the result of fear or uneasiness about the group's interactions and a lack of trust and communication. Perhaps this is the genesis of questions about "how to engage nurses in the process" or "how to get designers to understand our value in the design process."
High-performance design teams must be designed rather than assigned, and team members must work collaboratively and interdependently before they can strive to work synergistically (Huber, 2010) . So how can we achieve high performance on interdisciplinary design teams when working on projects?
• Th e very fi rst step is appreciating the value that point-of-service providers (nurses, physicians, and others) bring to the table.
• Second, before the project begins, the architects can provide education about the phases of design, indicating when and how providers can best infl uence the design and provide instruction on how to evaluate the size of space and how to read schematic drawings, stacking diagrams, sections, perspectives, and other graphically displayed images.
• Th ird, the nurses and other provider groups can educate architects on the philosophy of care (e.g., Planetree, family-centered care, patient-focused care), care delivery models, critical success factors for the project (desired design features that cannot be "value engineered out), work processes for each level of care de-livery, and other dimensions of care unique to the organization. Th e provider groups need to share work-around processes that have been employed because of a failure to meet their needs in the current design, and their desires for future improvements.
• Fourth, group norms must be established for each work group, including behavioral expectations for each team member to come fully prepared to engage in an evidence-and practicebased process, standards for decision making (who has the authority to decide), and how the work of the group will be recorded for future reference.
• Fifth, the interdisciplinary team should "practice" together on simple design issues to develop the trust and communication skills necessary to tackle more complex design challenges. After each team meeting, the process of working together should be evaluated, and each team member should indicate areas that should continue or be improved to enhance team performance. Th is gap analysis ensures the personal accountability and commitment of each team member to strive for the high performance of the team as a whole.
Fortunately, more and more universities are including interdisciplinary classes for designers, nurses, physicians, and other healthcare providers to connect the knowledge of healthcare and design, enhance an attitude of appreciation for the value of each discipline, and create opportunities to practice interdisciplinary work that leads to synergistic solutions by using the combined skills of each team member. High performance teams have a passion for success and are obsessed with avoiding failure. Th is passion must be kindled in our focus groups, steering committees, user groups, and all settings where architects and healthcare providers merge their expertise.
Hard Hats
Th e role of the architect is not fi nished at the end of the design phase, nor does the nurse's role and responsibility end with design. During construction, nurse project leaders must don hard hats to visit the construction site with the architect and contractor and ensure that what was planned will actually work. It is far better to correct defi ciencies in the fi eld than to correct them after the project is completed. Although major revisions are inadvisable, some alterations are necessary to support changes that occur after the design is completed.
Another role of the nurse during the construction phase is to attend construction meetings, where decisions are made about changes in the planned design, substitutions for materials or fi nishes, or changes in plans for value engineering and cost management. It is critical that specifi c nurse project leaders be engaged in this process and that decisions are not made without their input.
Early in the construction period is a perfect time for nurse leaders to begin educating and training the work force to adapt its practices to the new environment. Adaptation to a new building is a very complex process, and move-in is not the time for learning new systems, equipment, or care delivery processes. By anticipating how care delivery, emergency response, operating systems, communication, and specifi c procedures will change in the new setting, the nurse leader can ensure that all staff members have the knowledge and skills to make a smooth transition.
Leadership Roles for Nurses in the Design of Healthcare Environments
Nurses now have a multiplicity of roles in the healthcare design process. Clinical nurses, physicians, and other care providers are engaged best when supplying input to the architect and designer about point-of-service issues. Clinical nurse leaders or nurse managers should provide input regarding how the proposed design aff ects staffi ng, productivity, and patient fl ow. Nurse directors should articulate how a proposed design will aff ect costs, market share, and patient and provider satisfaction levels. Chief nursing offi cers need to engage in the process to ensure that the proposed design supports the professional practice model of the organization, and the nurse executive (the COO or CEO) or other healthcare executive needs to validate that the proposed design supports the strategic vision, mission, values, and culture of the organization.
In addition to these roles, new roles are developing for nurses in design. Nurse project managers coordinate the interdisciplinary process of design, ensuring that the voices of all providers and some patients are refl ected in the design. Nurse project directors manage the complexity of the design and construction process, ensuring that the project is delivered in scope, on time, and within budget. Nurse consultants, hired by the hospital or the architect, integrate the voices of the nurse and other providers, patients, families, and the designers on the project. Often the nurse consultant, who has knowledge and skills in both healthcare and design, bridges the gap and facilitates communication between providers and designers. Nurse consultants off er great value in engaging physicians and other nurses in the design process when they might otherwise feel timid about contributing their knowledge about a specifi c clinical area. Nurse researchers increasingly are used to acquire the best evidence and practice examples to guide design decisions in an evidence-based design approach. Th ey also generate new knowledge through sound research designs to measure the effect of specifi c design features on patient, provider, and organizational outcomes. Nurse researchers also assist architects, designers, and hospital leadership to disseminate in presentations and publications new fi ndings on the facility design and its eff ect on outcomes. Finally, the nurse leader is instrumental in facilitating the staff 's adaptation to the new built environment.
Surely there is no greater change process to master than that of moving into a new patient care environment. When the design and construction teams leave the project site, it is the nurse who is left behind to adapt to a new environment while reacting to life-and-death situations and providing the highest level of patient care possible. It is essential that architects learn how to fully engage nurses in the design process and for nurses to learn to enhance architects' understanding of the patient care process to ensure a built environment that facilitates optimal patient outcomes, supports the professional practice of healthcare providers, and creates a healing environment for all.
